Introduction
The increased prevalence of heavy alcohol use and abuse among depressed adolescents has been well documented (as reviewed in Bukstein et al 1989) . As an example, Greenbaum et al (1991) studied 547 adolescents having serious emotional disturbances, and found that adolescents with severe depressive disorders were more likely to be diagnosed with a substance-abuse disorder, including alcohol abuse/dependency, than were adolescents without depressive disorders (48.3% versus 17.0%). A high prevalence of-alcohol abuse in depressed adolescents also has been documented in nonclinical samples (Deykin et al 1987) .
Recognition and appropriate treatment of alcohol abuse in depressed adolescents are critical. Both alcohol abuse and depression tend to be chronic conditions with high rates of secondary problems. The co-occurrence of alcohol abuse and depression is particularly problematic, having been associated with an increased risk for suicidal behavior in adolescents (King et al 1993; Pfeffer et al 1988) . Despite the importance of identifying and treating each of these conditions, common clinical features make differentiation difficult. Studies with adults suggest that depression may actually motivate treatment-seeking in alcohol abusers (Regier et al 1990) , but that the alcohol abuse often goes unrecognized by treatment providers (Helzer and Pryzbeck 1988) . The recognition of alcohol-abuse patterns in depressed adolescents would be assisted by information on the phenomenology of depression in adolescents who abuse alcohol. This study was conducted to determine the nhennmennlcmv of depressive symn- Poznanski et al 1984) . The HRSD and the CDRS-R have been used extensively in child and adolescent research (King et al 1993; Shain et al 1991) . These instruments are highly intercorrelated and have been validated using standardized diagnostic interviews and self-report measures of child and adolescent depression (Shain et al 1990) . The CDRS-R was scored in terms of four subscales, the Mood, Somatic, Subjective, and Behavior scales, providing a symptom profile for each adolescent.
Quantity and frequency of alcohol consumption were assessed with the alcohol use section of the Diagnostic Interview for Children and Adolescents (DICA; Herjanic and Campbell 1977) . The DICA is a structured interview that was completed on all subjects by a trained nurse. Alcohol consumption was classified as None/Minimal (0-1 drinks/any frequency or 2-3 drinks/less than once monthly) or Moderate/Heavy (a fifth or more/any frequency or > 2 drinks/at least once monthly). Twenty-five patients reported none/minimal alcohol use; 17 reported moderate/heavy use. There ~vere no differences in the distribution of gender and SES between alcohol-consumption groups. The Moderate/Heavy consumption group, however u,a~ significantly older than the None/Minimal group [16.6 _ 1.0 versus 15.1 _+ 1.3 years; t (40) = 4.06, p ~< 0.001].
Comparisons between Moderate/Heavy ar:d None/Minimal alcohol consumption groups were conducted using t-tests (total depression severity), univariate F tests (specific symptom severity), X 2, Fisher's exact tests (presence of preceding dyst~,-- °Overall multivariate F for the consumption effect on CDRS-R subscales significant, F(4.37) = 2.64. p < 0.05. bOverall multivariate F for the consumption effect on CDRS-R items nonsignificant.
Cp < 0.i0; "p < 0.05; "p < 0.0!. mia), and multivariate analyses of variance (overall profile of depressive symptoms).
Results
Subjects in the Moderate/Heavy alcohol consumption group were more depressed than those in the None/Minimal alcohol consumption group [CDRS--R: 62.4 ± 14.3 versus 53.8 ± 13.2, t r~up"~m = ,~ m n n~t.
~qn. ~! "~ + 7 ~t versus ...... 17.0 + 6.0, t (40) = 2.10, p = 0.042]. As indicated in Table 1 , patients in the Moderate/Heavy consumption group had higher scores than the None/Minimal consumption group on the CDRS-R Behavioral subscale, which includes anhedonia, social withdrawal, and schoolwork. Consistent with thi~ fiJJding, the Moderate/Heavy consumption group had higher scores on five specific CDRS-R items: fatigue, depressive feelings, anhedonia, hypoactivity, and school difficulties. Forty-one percent of Moderate/Heavy users had preceding dysthymia compared to only 4% of other depressed inpatients [X2(I) = 6.82, p = 0.009, with Yates correction].
Differences in depressive symptoms between alcohol consumption groups were not caused primarily by age differences. A median split was used to divide depressed ~patients into younger aiad older age, groups. Neither CDRS---R nor HRSD total scores differed by age group 157.0 ± 13.0 versus 57.5 ± 15.5, t (40) = 0.10 and 18.2 ± 6.7 versus 19.3 ± 7.1, t (40) = 0.54, respectively]. Differences between age groups on CDRS--R subscale and item scores were also nonsignificant, F (4, 37) = 0.23 and F (17, 24) = 0.80, respectively. Dysthyrma was found to vary by age group with seven of eight inpatients diagnosed with dysthymia in the older age group (Fisher's Exact Test, p = 0.04). Within the older age group, however, all dysthymic adoleseents were in the Moderate/Heavy alcohol consumption group, supporting the hypothesized association.
Discussion
We found that the phenomenology of depression varied in depressed adolescent inpatients according to level of alcohol consumption. Moderate to heavy alcohol consumption was associated with prior dysthymia and greater severity of current symptoms, especially behavioral symptoms indicative of poor adaptive functioning. Several investigators have begun to study the comorbidity between depression and alcohol abuse in adolescents; however, this is the first study to our knowledge that addresses the phenomenology of depression in depressed adolescents who report heavy alcohol consumption. Our design does not permit us to infer causality as to whether alcohol misuse preceded, coincided with, or followed "he development of depressive symptoms.
Because of the increased prevalence of alcohol abuse among depressed adolescents, a careful assessment of depression necessarily includes an assessment of possible coexisting substance abuse. Present findings suggest a depressive symptom profile that may serve as a "red flag" for alcohol abuse. That is, the presence of preceding dysthymia as weil as severe school difficulties, depressive feelings, fatigue, anhedonia, and hypoactivity, suggest the importance of an especially thorough and aggressive alcohol abuse assessment involving multiple informants. Early recognition and appropriate treatment of both comorbid conditions in adolescents with depression and alcohol abuse are essential.
